Background
The estimated global number of people living with HIV (PLWH) in the year 2013 was approximately 35 million. Due to the highly active antiretroviral treatment (HAART), both AIDS-related deaths and the new infection rate have been declining (Joint United Nations Programme on HIV/AIDS, 2014). Therefore, researchers and clinicians have paid attention to improving the quality of life (QoL) among PLWH.
Quality of life is defined as an "individual's perceptions in the context of their culture and value systems, and their personal goals, standards and concerns. It is a broad ranging concept affected in a complex way by the person's physical health, psychological state, level of independence, social relationships, personal beliefs and their relationship to salient features of their environment" (World Health Organization, 1997) .
Quality of life is an important measure for guiding healthcare (Collins, Hogan, & Desai, 1991) , as it is a multidimensional concept that cannot be simply equated with health status, lifestyle, life satisfaction, mental state or well-being (The WHOQOL Group, 1998) . Therefore, the application of QoL has been extended to the health area, labelled health-related QoL (HQoL), and defined as the extent to which one's usual or expected physical, emotional, and social health are affected by a medical condition or its treatment (Cella & Bonomi, 1995) .
Among all of the different types of QoL measurements, HIV/AIDS-targeted quality of life (HAT-QoL) is a QoL measurement that has been developed and specially targeted at PLWH (Holmes & Shea, 1997) . Poor HAT-QoL has been reported to be associated with depression, personality disorder and physical symptoms (Gore-Felton et al., 2006; Hansen, Vaughan, Cavanaugh, Connell, & Sikkema, 2009; Lorenz, Cunningham, Spritzer, & Hays, 2006) .
The HQoL of PLWH was also found to be relevant to the individual differences in health locus of control (HLoC) (Préau et al., 2005) . Health locus of control is defined as the perception of control that an individual has over the health events in their lives (Levenson, 1972) . Health locus of control originates from the locus of control that was first proposed by Rotter (1954) . The concept was then included in the framework of the social learning theory by Bandura (1977) , and research on the locus of control was then further extended to the areas of health (Levenson, 1972) .
The multidimensional HLoC scale (MHLoC) is a measurement that was designed to measure HLoC (Wallston, Stein, & Smith, 1994) . The MHLoC scale categorizes HLoC as either internal or external (chance, doctors and powerful others). Those individuals with an internal HLoC have a stronger belief that they are in control of their health outcomes. Consequently, they are more likely to engage in preventative behaviour. Those individuals with an external HLoC believe that their health outcomes are primarily controlled by outside forces, or are inevitable. Consequently, they are less likely to engage in preventative behaviour (Wallston, Wallston, & DeVellis, 1978) . The God HLoC scale was added to the original MHLoC Form C. This scale was designed to assess religious health beliefs (Wallston et al., 1999) .
Studies found inconsistent results of God HLoC with QoL; God HLoC was found to be associated with lower alcohol use in undergraduate students (Kuwahara et al., 2004) but with low acceptance of clinical breast examinations and mammography recommendations among African American women and low physical activity levels among African American adults (Franklin, Schlundt, & Wallston, 2008; Kinney, Emery, Dudley, & Croyle, 2002) .
Besides HLoC, religious coping was also found to be relevant to the HQoL of PLWH (Trevino et al., 2007) . Religious coping is defined as "ways of understanding and dealing with negative life events that are related to the sacred" (Pargament & Raiya, 2007, p. 743) . In other words, religious coping is about how an individual may turn to a higher power and the use of religious beliefs or practices to cope with stressful life events (Pargament, 1997) .
Overall, such religious coping behaviour can be categorized as positive religious coping and negative religious coping. Positive religious coping reflects a generally secured relationship with a higher power, such as seeking a divine or spiritual connection and support and benevolent religious reappraisals. Negative religious coping or religious struggle generally reflects the tension, conflict, and struggle with a higher power, and these intrapersonal struggles involve negative emotions towards the higher power, such as anger, questioning the power of God, and feelings of abandonment (Pargament, Feuille, & Burdzy, 2011) .
Positive religious coping is found to be associated with positive psychological adjustment when facing stressful situations, which improves physical health, positive affect and life satisfaction. Negative religious coping is found to be associated with negative psychological adjustment when facing stressful situations, which increases levels of psychopathology, poorer physical health, a high level of depressive symptoms and a low level of QoL (Ano & Vasconcelles, 2005; Lee, Nezu, & Nezu, 2014; McConnell, Pargament, Ellison, & Flannelly, 2006; Pargament, Koenig, Tarakeshwar, & Hahn, 2004 ).
aim of the study
A literature review has shown the associations between God HLoC and HQoL, and the associations between religious coping and HQoL among PLWH.
Nonetheless, in our knowledge, no similar study has been conducted to examine the relationships among these three variables together in PLWH. Since simply holding certain religious beliefs may not be sufficient in assisting an individual to cope with major life stressors, an individual must activate his or her religion and integrate their beliefs into coping responses so that he/she can cope with the life stressors effectively (Pargament, 1997). Accordingly, this report expects that religious coping could be the mediator of the effects of God HLoC on HQoL. Nonetheless, we only include overall function QoL in the data analyses of this report, since overall function QoL is a combination of physical, role and social QoL (Holmes & Shea, 1999) .
The aims of this report are therefore to explore the following: 1. What are the relationships between God HLoC, religious coping and overall function HQoL? 2. Does religious coping mediate the relations between God HLoC and overall function HQoL?
ParticiPants and Procedure

ParticiPants
One hundred and seventeen PLWH from five religious-based non-government organizations (NGOs) were invited to participate in this study through the purposive sampling method. About 75% of them were male. The age range was 17 to 70 (M = 40.25, SD = 11.57). Most of them were adhering to medication (78.60%), male (74.80%), already married or in a relationship (69.00%), had not had a sexual partner in the past 3 months (64.00%), were unemployed or housewives (63.30%) and living with friends (60.90%).
In the majority of subjects their religion was Islam (59.80%), followed by Buddhism (16.10%), Christianity (8.00%), Hinduism (4.50%), Catholicism (3.60%) and others (8.10%) (see Table 1 ).
Procedure
Through the internet and the introduction of some workers at NGOs, we contacted some religious-based NGOs that provide services to PLWH for their permission to conduct this study. We provided a proposal of the study, a sample of the informed consent form for PLWH and a sample of the questionnaire for the consideration of these NGOs. We obtained permission from five NGOs. Then we employed the purposive sampling method to recruit participants. Purposive sampling is a type of non-probability sampling method where the selection of the sample is based on the fit of the sample for the purpose of the study with special inclusion and exclusion criteria (Daniel, 2011) . In this report, only those PLWH either staying in shelter homes or visiting the drop-in centres of these five NGOs and have a religion were recruited. We briefed all PLWH about the aims of this study and their right not to participate. We only recruited those who agreed to participate and signed the informed consent form. Questionnaires were then distributed to the participants to fill in. Researchers or the contact persons of the NGOs stayed to assist with any problems that occurred while the participants were answering the questionnaires.
Questionnaire
Demographic information. In this section, participants were asked to fill in some information that was (Horizons, n.d.) : overall function (six items), life satisfaction (four items), health worries (four items), financial worries (three items), medication worries (five items), HIV mastery (two items), disclosure worries (five items), feelings about doctors or provider trust (three items) and sexual function (two items). Participants needed to circle a number from one to five to indicate how often they had had such feelings in the past four weeks. Scores on each subscale were recorded on a scale from 0 to 100. A higher score indicated a better QoL. In this report, we only include overall function QoL in the analyses since it is a combination of physical, role and social QoL (Holmes & Shea, 1999 ). Cronbach's α reliabilities of the overall function QoL are .77 in this report.
Brief Religious Coping scale. The Brief Religious Coping scale has two subscales: positive religious coping (Items 1 to 7) and negative religious coping (Items 8 to 14) (Pargament et al., 2011) . The positive religious coping subscale was used to assess to what extent the individuals established a sense of connectedness, and a secure relationship with a higher power or God, whereas the negative religious coping subscale is about the individuals' religious or spiritual struggle, tension, and conflict with a higher power or religious congregation. Participants were asked to rate the extent of their use of coping strategies when dealing with difficult life situations on a four-point Likert scale ranging from not at all (1) to a great deal (4). A higher score indicates that an individual uses religious coping frequently. The sample items under the positive subscale are "looked for a stronger connection with a higher power" and "asked forgiveness for my sins", whereas sample items under the negative subscale are "wondered whether my congregation had abandoned me" and "felt punished by a higher power for my lack of devotion". Cronbach's α in this report are .87 for positive religious coping subscales and .82 for the negative religious coping subscale.
God HLoC. The God HLoC scale itself has six items and it measures the God externality (Wallston et al., 1999) . All items were attempted by the participants through a six-point Likert scale of: strongly disagree (1), moderately disagree (2), slightly disagree (3), slightly agree (4), moderately agree (5), strongly agree (6). Cronbach's α in this report is .87. results correlations between religious coPing, god health locus of control and overall function Quality of life As shown in Table 2 , the results of Pearson correlations show that both positive religious coping and negative religious coping were found to be associated with God HLoC, r = .63, p < .001 and r = .32, p < .001 respectively, in order. Nonetheless, positive religious coping was not significantly correlated with overall function QoL, r = -.11, p = .918, whereas negative religious coping was significantly correlated with overall function QoL, r = -.29, p = .002. No significant correlation was found between God HLoC and overall function QoL, r = .07, p = .479.
god health locus of control, religious coPing and overall function Quality of life
According to the results of the correlations, it seems that negative religious coping could be the mediator of the effects of God HLoC on overall function QoL. The results meet the three conditions of mediation proposed by Baron and Kenny (1986) , that God HLoC is significantly related to negative religious coping, negative religious coping is significantly related to overall function QoL, and the relationship of God HLoC to overall function QoL diminishes when negative religious coping is in the model.
A nonparametric, resampling approach with 2,000 resamples was therefore used to examine the statistical significance of the indirect effect by deriving the 95% confidence intervals for the indirect effects of God HLoC via negative religious coping on change in overall function QoL (Preacher & Hayes, 2004) . SPSS Macro provided by Preacher and Hayes was used in the analysis. The true indirect effect of God HLoC was estimated to lie between -0.56 and -0.13 with 95% confidence (Table 3) . Zero is not in the 95% confidence interval, and thus both the indirect effects are significantly different from zero at p < .05. In other words, negative religious coping mediates the relationships between God HLoC and overall function QoL.
discussion
This report aims to explore the relationships of God HLoC, religious coping and HQoL among PLWH.
To our knowledge, no study has been conducted to examine the relationships between these three variables among PLWH. For the first research question, the results show that negative religious coping is negatively correlated with overall function QoL. In other words, the less people use negative religious coping, the better their QoL. This result is consistent with other studies that found significant associations between negative religious coping and poorer mental health (Pargament & Raiya, 2007) .
Nonetheless, it is surprising to find the non-significant result between positive religious coping and overall function QoL. These results are different from some studies that have found significant associations between positive religious coping and some desired mental health indicators (Smith, Pargament, Brant, & Oliver, 2000; Tarakeshwar & Pargament, 2001) . A possible explanation for this difference is relevant to the perception of HIV that HIV is usually regarded as a punishment from the highest power (Hasanah, Zaliha, & Mahiran, 2011) and thus PLWH do not believe the use of positive religious coping will change their sins. Another possible explanation is that this relationship may be moderated by the religiosity of participants whereby a positive relationship between positive religious coping and HQoL is more likely to be found among those who have high religiosity. Nonetheless, as no measurement of religiosity was included in this study, further study is needed to explore this possibility.
Secondly, the results of the bootstrapping procedure show that negative religious coping is the mediator of the indirect effect of God HLoC on overall function QoL. In other words, those PLWH who have a high God HLoC are more likely to use negative religious coping, and their frequent use of negative religious coping has a negative impact on their overall function QoL.
In conclusion, the results of the report show the significant relationships between God HLoC, negative religious coping and overall function HQoL, which suggest that the frequent use of negative religious coping may influence the overall function QoL of PLWH, especially for those PLWH who have a high God HLoC. Therefore, the programmers at the NGOs should not just strengthen the religious beliefs among PLWH, such as the understanding of religious knowledge and praying, but also reduce their use of negative religious coping, so that the overall function QoL of PLWH can be improved.
Nonetheless, the interpretation of the report needs to be cautious, since the PLWH in this study were from different religious backgrounds. Future studies 
